Background. Findings of diagnostic studies using standardized psychiatric interviews as a gold standard suggest that family physicians (FPs) both under-and over-diagnose depression.
Introduction
Epidemiological studies indicate that depressive disorders are highly prevalent in the general population worldwide. 1 Most patients are seen and managed in primary care, and only a small proportion of these are referred to speciality care. 2 Findings of diagnostic studies suggest that family physicians (FPs) both under-and over-diagnose depression. 3 These studies usually use standardized psychiatric interviews as a gold standard. This ignores the possibility that FPs may identify an alternative form of psychological distress that may have greater appropriateness for their primary care setting.
Physician education initiatives and the promotion of diagnostic aids have been developed to improve recognition and management of depression in primary care but have yielded disappointing results in studies. [4] [5] [6] This suggests that a lack of knowledge of formal depression criteria alone does not really explain the reasons for this misdiagnosing depression in primary care.
It has been argued that the concept of depression as operationalized in classifications such as International Classification of Diseases, Tenth Revision (ICD-10), or Diagnostic and Statistical Manual of Mental Disorders, Fourth Revision (DSM-IV), lacks validity and reliability for primary care, 7, 8 for it may not adequately capture the phenomenon of depression as it occurs in primary care settings. FPs often encounter unselected patients with undifferentiated symptoms while specialty mental health clinicians will more usually encounter selected patients. Furthermore, primary care patients with depressive disorders tend to be less severely depressed, 9 experience a milder course of illness, 10 have a distinct symptom profile with more complaints of fatigue, and somatic symptoms, 11 and are more likely to have accompanying physical complaints 12 than patients referred to units providing specialized mental health care. Subthreshold conditions are prevalent and overlapping psychopathology exists along a spectrum of anxiety, depression and somatization. 13 FPs routinely identify and manage personal and social problems that do not rise to the level of diagnosable mental health disorder. Due to absence of a place in current health classification or coding systems for such subthreshold disorders, much of this work is hidden.
Qualitative studies interviewing and observing providers seem a logical approach to better understand how FPs deal with problems surrounding the diagnosis of depression. A number of such studies have been published in recent years. We performed a systematic review of the available qualitative studies investigating how FPs diagnose depression and what their concepts of depression and the perceived barriers are when diagnosing depression.
Methods
Selection criteria and literature search To be included a study had to meet the following criteria: (i) it had to be a qualitative interview or focus group study or a qualitative analysis of audio-or videotaped consultations; (ii) participants had to be FPs (if in addition to primary care physicians a study included other members of a primary care team, it was still included); (iii) it had to investigate at least one of the following issues: concept, process and barriers of diagnosing depression in primary care. We excluded studies focussing on depression in special subgroups of patients (elderly, postpartal depression, special ethnic groups). Studies focussing on the management or therapy of depression were included if they reported results regarding diagnostic issues of depression in primary care. Potentially relevant studies were identified by electronic searches in Pubmed, PsychINFO and Embase (from inception to April 2010). A search strategy using both MeSH terms (or keywords) and text words was developed in an iterative process (see Appendix). A single reviewer screened titles and abstracts of all search hits and excluded those that were clearly ineligible. The full text of all remaining articles was obtained. At least two reviewers then independently assessed eligibility using a standard form.
Assessment of quality of reporting
Aspects of methodological and reporting quality were assessed independently for each included study by at least 2 reviewers using a catalogue of 10 questions covering 3 domains concerning sampling (description of the sampling method, use of a systematic sampling method, description of the actual sample), data collection (descriptions of questions and the process of data collection, adequate original data documentation, adequate preparation of original data for analysis) and data analysis (description of the analysis framework, description of the analysis methods described, data coded by at least two independent persons, exemplary quotations given). Disagreements were resolved by discussion. The criteria we used to assess the quality of reporting of the qualitative studies were built on those suggested in the literature on qualitative research. [14] [15] [16] Data extraction and data synthesis To synthesize the studies, we used thematic synthesis as described by Thomas and Harden. 17 After detailed reading and a pilot round of coding to obtain a preliminary overview of the issues addressed in the studies included, the whole text of the results sections of articles was entered into MS-Word files. Two reviewers then independently coded all text line by line. The codes were exported into Excel sheets. Reviewers regularly discussed the coding terminology. To check consistency, a third reviewer then examined all the extracted texts and the relating codes. During the second stage, we searched for relations between the codes and tried to generate descriptive themes across studies. This was done in two ways: First, we used all codes (regardless of how often they had come up in the included studies) and tried to group them into common themes and subthemes. Second, we used only those codes that had come up frequently throughout all samples and sorted them. Then we added the less frequent codes. The cut-off point of four turned out to be best suited to evaluate the quotations. Both approaches produced similar themes but the second resulted in a simpler structure of themes. The final catalogue of themes and subthemes was based on an amalgamation of both approaches.
Results
Study characteristics and assessment of quality of reporting The literature search yielded a total of 2440 references. Of these, 2396 were excluded after review of the title and the abstract (Fig. 1) . The full texts of the remaining 44 articles were obtained and assessed by 2 reviewers. A total of 13 studies published in 15 articles met the inclusion criteria (Table 1) . [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] [28] [29] [30] [31] [32] For two studies, different
Family Practice-The International Journal for Research in Primary Care aspects relevant to this review were reported in two separate publications, respectively. 18, 19, 25, 26 A total of 239 primary care providers from 7 countries (5 studies from UK, 3 from the USA, and 1 each from the Netherlands, Sweden, Australia, Canada and Germany) participated in the 13 studies. Apart from one study which also included two general internists and three nursing practitioners, all were restricted to FPs. Eleven studies used individual interviews and two studies focus groups for data collection.
Ten studies met at least 8 of the 10 criteria of quality of reporting (Table 2 ) and described the method of data collection, data analysis (methods, ways of data coding) and included exemplary quotations. Ten specified the actual sample and the sampling strategy. For 11 studies, the sampling strategy was deemed to be systematic. Three distinct themes with a total of 9 subthemes were identified (see Fig. 2 ).
Theme: FPs' attitudes and beliefs Subtheme: attitudes regarding the aetiology. How FPs perceived the causes of health problems was a key aspect that influenced their approach dealing with depression ( mainly as a reaction to emotionally draining circumstances such as other illnesses, situation at work or social factors. The level of depression found in such circumstances was in no way unexpected by or surprising to the doctors. Most of them believed that 'depression is the condition we diagnose in normal people with overwhelming problems. It is mostly reactive, social'. 21 Only a minority of FPs saw depression as a reaction to a biochemical imbalance especially when depression could not be attributed to events in their patients' lives. Through the development and evaluation of various diagnostic aids, depression has become subject to medical management. Medicalized discourse depicts depression as an objectively measurable condition. Even though FPs were aware of the relevance of social and contextual factors influencing their patients' lives, an unresolved inconsistency was present in their description of depression as a medical disorder and the understanding of depression as related to the conditions of their patients' lives. 25 Subtheme: attitudes towards diagnosis. There were different attitudes with respect to the understanding of the diagnosis of depression in primary care. Some of the FPs of the analysis understood diagnosing depression embedded in a synergistic approach: depression and physical problems are considered synergistically and pursued and treated simultaneously. FPs spoke of the necessity to explore patients' responses to the possibility of a diagnosis of depression, while they attempt to treat depression and other illnesses at the same time: 'I work in the model that is all together. I sort of gather the psychological information at the same time as the physical. I think, depression has a metabolic origin as well, but I gather the psychosocial as I gather the medical'. 21 Other FPs described that they consider a diagnosis of depression only after all other possibilities have been explored. The type of approach that the FPs used was mostly based on personal and professional experience and the familiarity with the patient.
Theme: diagnostic process Subtheme: basic requirements-helpful to facilitate the diagnosing of depression. Most of the FPs indicated that diagnosing depression involved negotiating with their patients and some FPs stressed that the exploration required to reveal depression needed to be approached carefully. Another central subtheme was assessing the functional ability of the patient. FPs considered impaired functioning at work or in the family to be a key issue in the assessment of depression: 'I say to patients, well if you find it difficult to feed the kids, get the housework done, get to work, organise yourself or if you are finding that you simply don' t love people anymore you need to be back here quick smart'. 23 FPs also highlighted the importance of being aware of their patients' everyday lives in order to : 'thinking of the patient as a whole person and in the context of his or her life helped the clinicians feel comfortable asking the patient about what is going on. This facilitated the earlier recognition of depression'. 19 Furthermore, establishing a rapport with their patients and a trusting physicianpatient relationship was essential for the diagnostic process. A relationship that has developed over the years was usually believed to help reveal symptoms of depression. When clinicians were not familiar with the patient, they acknowledged that the patient was less likely to share personal information, making diagnosis even more difficult.
Subtheme: how FPs perceive the process of diagnosing depression. Most of the FPs considered the process of diagnosing depression as time consuming and needing multiple contacts. 29 'Both, the opportunity to acquire personal knowledge of patients and developing the good sense to use that information took time'. 19 Even when FPs used aids to save time, they emphasized that the diagnosis often involved more than one office visit. Some FPs mentioned that the assumption of depression would affect the whole schedule and that the knowledge that diagnosing depression needs time could have an impact on the willingness to diagnose this mental disorder: 'If clinicians felt rushed and were catching up when they encountered such a patient, they were unlikely to open the door'. 18 This means they actually do not have the time, they needed to let patients divulge their problem. Some studies reported that FPs described the process as a draining and somewhat frustrating experience. (2) The numbers in parenthesis indicate the number of studies in which the main code has appeared (total number of studies 13).
Throughout 5 of the 13 studies, FPs mentioned a 'ruling out physical symptoms' and 'uncovering symptoms' strategy. When patients complained of symptoms that might indicate depression, but they did not identify themselves as depressed, FPs responded by going through the symptoms. 'Listen instead of talk' and 'wait and see/watchful waiting' were seen as further helpful strategies. 'Watchful waiting' was used when FPs were reluctant to label patients prematurely in diagnostic terms especially in cases where it is not easy to distinguish between distress and disorder. 'Listen instead of talk' was defined as allowing the patient to talk and is supposed to invite the patients to share the real reasons for the visit. Five studies reported that FPs questioned the validity of the current psychiatrically oriented depression concept for primary care. They emphasized that 'what distinguishes the physician' s experience from a DSM approach is that depression is one of the physiological disturbances to be expected in any illness'. 21, 27 Furthermore, these FPs argued that a specific diagnosis often had few consequences for treatment or prognosis. Instead, the FPs mentioned that 'once a level of suspicion has been established with familiar patients, they could raise the possibility of a mental health diagnosis by asking the few screening questions they have found to be useful rather than going through the ICD-10/DSM list of symptoms'. 18 Others found it helpful to use simple checklists/handouts or questionnaires to facilitate the diagnosing of depression. 28 FPs admitted that they used them occasionally rather than routinely, primarily to help patients accept the diagnosis when the FPs anticipated or encountered resistance to the diagnosis.
Subtheme: role of the FPs during the process-helpful soft skills. Professional qualities and skills were considered crucial in the diagnostic process. Most of the FPs in the included studies stated that they had adopted their own routine and style of questioning. In addition to experience and self-awareness, intuition and 'gut feeling' were considered helpful: '. . . the process of diagnosis is easier if you have your antenna up . . .' 26 ; '. . . gut feeling is better than any tool . . .'. 24 Equipped with these skills, FPs thought that they arrived at a better understanding of who they were as doctors, or health care clinicians, and what was expected of them as professionals. Using the term 'skill confidence', the FPs described that with time they improved their skills in examining patients, becoming more cognizant of disease presentations, and were comfortable in their professional task. 19 Being 'self-aware' and 'confident' of their skills was seen as important to expedite the process of finding an answer and allowed the FPs to present the diagnosis of depression more confidently. General experience was seen as necessary to acquire experiential knowledge. This special knowledge had been gained over the course of practicing and enabled the FPs-in addition to textbook knowledge-to familiarize themselves with different illness patterns or to recognize verbal and nonverbal cues.
Theme: barriers while diagnosing depression Subtheme: patient-related barriers. When talking about patient-related barriers while diagnosing depression, most of the FPs in the included studies mentioned that they believe that their patients often were reluctant to admit or accept a diagnosis of depression because of difficulties in accepting the diagnosis of depression as the explanation for their problems (Table 3) : 'I can tell them that it is my opinion that they have a lot of symptoms of depression and that they may be depressed, but they have to accept it'. . . '. . . people don't like to admit'. 18, 24 FPs in six of the analyses admitted that they came across many patients who did expect a physical diagnosis and were deliberately or subconsciously masking symptoms. An important theme for the FPs was therefore handling the preferences and resistances of patients as they emphasized that a diagnosis could be made only with the patient's consent. Other FPs felt restricted in their treatment options due to their patients' resistance to referral to specialized mental health care professionals or medical treatment: 'Nearly all patients resist drug treatment; they think they have to overcome their problems all on their own and are afraid of side effects .... And when at last they are convinced to take antidepressants, they discontinue as soon as they feel better for a few days'.
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Subtheme: the depression itself as a barrier. Throughout all studies, the symptoms of depression were described as 'vague' or 'subjective' and as frequently masked by physical symptoms. Patients seen in primary care settings often reported symptoms that were unclear and could indicate any of several diagnoses, including depression. 'Every patient comes with a different combination and it's sort of like solving a puzzle. You have to try and find out what are the basic causes or underlying problems'. 19 FPs stated that there is no clear diagnostic test such as a blood test to confirm the diagnosis as in other somatic diseases. 'Depression is messy as it is unlike other medical conditions for which there are objective tests and measurable treatment outcomes'. 26 Subtheme: barriers resulting from the health system and society. Barriers resulting from the health system or society encompassed fear of stigmatization and (premature) labelling, future insurability, reimbursement, and lack of time and resources. Many FPs mentioned patients' fear of a potential stigma associated with a psychological diagnosis as one of the most powerful barriers. This led the FPs to discuss various ways of approaching the subject with the patient. The societal stigma and fear of premature labelling and a possible impact on future insurability and reimbursement led clinicians to rule out Family Practice-The International Journal for Research in Primary Care other possible medical causes first before considering the possibility of a mental illness. Even if the patient were to accept the diagnosis, the FPs believed that time and resources available for dealing with depression were limited. Patients and FPs were confronted with long waiting lists for specialized mental health care.
Discussion

Summary of findings
The qualitative studies included in our systematic review show that FPs seem to prefer a model based on aetiological and contextual thinking, attributing depression mainly to a reaction to circumstances. The diagnostic process adheres to heuristics typical for primary care. It is perceived as time consuming and as requiring multiple contacts as well as negotiation with the patient. Knowledge of the whole patient is considered an important factor to help assess the syndromal cues presented by the patients. The most preferred strategies to diagnose depression are ruling out somatic causes for symptoms and watchful waiting. If checklists and handouts of questionnaires are used, FPs need them primarily to enhance patients' acceptance of the diagnosis when they anticipate or encounter resistance to the diagnosis. The vague syndromal character of depressive disorders and the individual behaviour and expectations of the patient (whether they mask their symptoms, accept or reject a diagnosis and how they react to a diagnosis) are considered the most powerful barriers.
Strengths and limitations
To the best of our knowledge, this is the first systematic review that summarizes the findings of qualitative studies investigating processes, barriers and underlying concepts relating to the diagnosis of depression in primary care. By using thematic synthesis for combining a variety of studies, we aimed to achieve a higher level of analytical abstraction. Our search of electronic databases is bound to have identified all relevant studies published in listed journals. However, we did not systematically search for unpublished PhD theses and other grey literature. We deliberately chose to use relatively narrow inclusion criteria to make sure that studies truly addressed our question. We excluded a number of qualitative studies identified by our search which were addressing depression in specific groups of patients such as elderly patients, adolescents, postpartal women, in certain countries or ethnic groups. These studies typically address specific problems in these patient groups compared to other depressed patients and, therefore, could not be used for our purpose. The assessment of quality of reporting and the coding were performed by two independent reviewers during the final selection of studies.
But only one reviewer screened the initial literature search hits due to limited resources. We assessed the quality of reporting, but reporting a methodological aspect does not necessarily mean that it was actually adequate. However, it is very difficult to assess whether, for example, the process of data analysis using content analysis was really performed rigorously.
The small number of study participants may limit the generalizability of the available body of research. The review is based on clinicians' self-reports and may not accurately represent their actual practices. FPs' descriptions may have been idealized to reflect socially acceptable answers. We did not identify any studies that provided an observation of what FPs were actually doing in their routine practice work.
Interpretation
The synthesis revealed that a large number of FPs express doubts about the validity of the diagnostic concept of depressive disorders used in the DSM/ICD and practice guidelines, especially for primary care. They seem to perceive that the current standard of diagnostic criteria defines depressive disorders too much on the basis of symptom counts. FPs consider depressive disorders to be syndromes where a clear demarcation is often difficult and where aetiological and contextual thinking is more relevant than symptom counts. Many FPs seem to hold the view that the prevailing psychiatrically oriented concept does not adequately reflect the real-world challenges they are confronted with. 33 In primary care, it is common that patients present health problems that are not well defined. An exact diagnosis may be less important than assessing the patient in his function and environment and then deciding on an appropriate course of action. High rates of spontaneous remission are described in the relevant literature and there may be no difference in outcome between recognized and unrecognized patients. 34, 35 FPs are reluctant to use diagnostic labels prematurely because a specific diagnosis has few consequences for treatment or prognosis especially in minor and subthreshold depression. 36, 37 They are frequently faced with distressed patients who are concerned about job security, fearful of the label of depression and sceptical of antidepressants. FPs seem to conceptualize depression as a problem they are faced with in their everyday work rather than as an objective diagnostic category 21 and describe depression as a range of conditions including a normal response to a situation. They clearly suggest that it is not the recognition of depression per se that is a major challenge but the negotiation with the patient about the diagnosis. Instead of formal algorithms, FPs are likely to use different heuristics for their diagnosis and they emphasize the importance of knowing the whole person especially in order to detect milder forms of the disorder. As a qualitative study of patients' and doctors' views on depression severity questionnaires revealed, FPs consider their practical wisdom and clinical judgment to be more important than objective assessments such as checklists but used them in order to increase their patients' confidence regarding the appropriateness of the diagnosis. 38 It should be kept in mind that the studies included in this review were published between 1995 and 2009. Current depression guidelines such as the NICE guideline from 2009 39, 40 take many of the issues raised into account. They emphasize the problems of demarcating subthreshold symptoms from depression needing intervention and the relevance of careful clinical interviews evaluating effects on function and social factors. Given the extensive debate on the reliability and validity of depression diagnoses, future revisions of ICD and DSM may well reflect some of the concerns raised.
Contrary to clinical practice both in primary and secondary care, diagnostic studies compare the depression diagnoses of physicians exclusively with standardized psychiatric interviews or symptom checklists. If the strong doubts of FPs regarding such an approach should be justified such diagnostic studies might not provide a valid assessment of the diagnostic performance in primary care.
Conclusion
According to the qualitative studies included in this systematic review, FPs believe that they have sensible strategies for diagnosing depression. Many of them have doubts about the use of current DSM-IV-oriented standards in primary care. They often seem to see depression as a consequence of things happening in their patients' lives and prefer to restrict the label depression to those patients whose condition goes beyond a normal reaction, and after other explanations have been ruled out. FPs consider it necessary to negotiate the diagnosis with patients. The concept used by FPs may derive from their attitudes, diagnostic processes of their everyday world and the perceived barriers. In diagnostic studies, considering standardized psychiatric interviews uncritically as a gold standard for diagnosis of depression in primary care might be misleading. Further studies should investigate in greater detail the reasons for the discrepancies between diagnoses of FPs and standardized psychiatric interviews and to what extent such diagnoses predict the clinical course.
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